I n recent decades, there have been major developments in health care and substantial improvements in clinical outcomes. However, there is still some way to go before we can say with confidence that all of our patients receive optimal care within our constraints of knowledge, technology and resources. In all health care systems, there is an unacceptable variation in care and, in many specialties, a lack of patient focus. This is particularly true for endoscopy, a diagnostic service that has evolved in a haphazard way, often in the backend of hospitals, and with insufficient planning to cope with new procedures and techniques, the burden of decontamination legislation and the huge expansion in demand.
Facilities and patient focus are significantly varied across and within nations: differences that largely reflect models of reimbursement. For example, the insured person in Australia is three times more likely to undergo a colonoscopy than an uninsured one (1). In Canada, there are significant differences in the provision of endoscopy within and outside hospital settings, and (from an external observer perspective) unacceptable differences in the training and outcomes of different professional groups (2) . Systematic monitoring of quality indicators in Canada is not the rule, and even when they are monitored, it is not clear whether poor performance is identified and acted on.
The first step on the road to doing better is to be clear about what 'good' is. 'Good' can be defined in terms of outcomes (reduced mortality from colorectal cancer, low complication rates), outputs (adenoma detection rates or cecal intubation rates) or inputs (more training, use of carbon dioxide, WHO checklists, etc). The problem with outcomes is that they may not be evident for many years; they may be too infrequent to know for certain whether an individual or unit is underperforming; and they may occur after the patient has left the unit and, therefore, be very difficult to capture reliably. Another problem is that doctors tend to focus on what they regard as important and ignore -or dismiss as less important -patient-focused outcomes such as informed consent, privacy and dignity, and unambiguous information about the results of the procedure and next steps. We rely on surrogates of clinical outcomes such as adenoma detection rates and cecal intubation rates for the clinical outcomes and have not even measured the patient focused outcomes.
To create an excellent patient experience, and to ensure the best chance of achieving excellent clinical outcomes, attention must be devoted to getting the inputs right and broadening the range of outcomes we measure. In England, in 2004, an instrument known as the endoscopy Global Rating Scale (GRS) was developed. The GRS is a checklist of all the items opinion leaders (both nurse and doctor) believed should be in place to provide a high-quality, safe and patientcentred service (www.grs.nhs.uk). It is a consensus that was achieved systematically, but it was not a rigorous process, and it lacked a prior review of evidence. Modifications were made in the initial years following feedback from the service, thus, the consensus widened beyond opinion leaders. A patient feedback component ensured that services did not lose sight of the patient perspective. Services are required to self-assess twice a year, and 14 national censuses have been completed in seven years, with compliance rates of 96% to 100% in the past five years. This high acceptance is an indication that the service accepts the standards as being appropriate, and it is evident the GRS aids service improvement by providing a structured framework to make changes. Informal feedback indicates that endoscopy team leaders use the GRS to leverage their teams and their organizations to achieve improvements.
Other nations, including Canada, have tried and tested the GRS (3). In Canada, there are particular challenges to widespread adoption of the GRS or similar instruments that might achieve the same or similar goal. The obvious ones are the provincial nature of health care administration, the geography of the country, the variation in the nature and siting of facilities and, finally, the national governance of the service, which is largely led by physicians with relatively little input (compared with the United Kingdom) from surgeons or nurses. None of these challenges is insuperable, but before they can be addressed, there needs to be consensus on what 'good' looks like, and relying on a foreign version of 'good' is not enough to leverage widespread change when faced with so many difficulties.
The accompanying article in the present issue of the Canadian Journal of Gastroenterology (4) (pages 17-31) describes a consensus process aimed at filling this gap. A rigorous process has been adopted: identifying a wide range of possible indicators; a systematic review of the literature aimed at determining the extent to which the indicators were supported by an evidence base; online voting to remove redundant items; and, finally, a face-to-face meeting to reach consensus on what should be recommended. A wide range of stakeholders participated, and prior patient interviews informed the process. For most indicators, there was no evidence to support their use. However, the level of agreement was well in excess of 90% for the majority of indicators, and the strength of recommendation was mostly 'do it', with very few voting 'don't do it'. This is a triumph for common sense in the country that invented evidence-based medicine.
There remains a challenge for the leaders of Canadian endoscopy to implement these standards in clinical practice. They need to be clear about what they want to achieve and how this new consensus will help them achieve their goal. They must not be put off by the unique challenges of Canada. Working closely with surgeon and nurse leaders will be essential to ensure that all services and all professionals take ownership of the standards and commit to achieving them. Ideally, policymakers and public health officials should lend their support to implementation. There are some tough times ahead, but this excellent piece of work will certainly make things easier. If the standards can be achieved across Canada and in all health care settings, then Canadian endoscopists and their teams will have achieved excellence in endoscopy and equity of provision, and be able to demonstrate it. editoRiAl ©2012 Pulsus Group Inc. All rights reserved
